Aim: The aim of this study was to understand nurse ward managers perceived challenges in the rural healthcare setting in Uganda.
Introduction
It is widely recognized that the health workforce, essential medicines and equipment and political unrest are the main factors affecting the international community in addressing the hefty disease burden in World Health Organization (WHO) African regions (WHO 2016b) . While the developed nations report 59 health workers for every 10 000 people, most developing countries, particularly those in the WHO African region, still have not achieved the 22.8 health workers per 10 000 population recommended by WHO to achieve universal health coverage (Global Health Workforce Alliance & WHO 2014) . Uganda is one of the least developed African countries and faces a critical shortage of health workers required to achieve the UN Health-related Sustainable Development Goals (WHO 2015a) . Nurse ward managers usually play a crucial role in managing staffing, resources and budgets to ensure the quality of care for patients. While this group's activities are well researched in developed countries, evidence from resource-poor settings in the WHO African region is scarce. This study addresses the gap in research by investigating the challenges faced by nurse ward managers in rural hospitals in Uganda.
Background
The health workforce in developing countries is usually unevenly distributed with the rural areas having fewer and less-trained health professionals (WHO 2015b) . In Uganda, more than half of the total population of 34.6 million people reside in rural areas, an indicator of disease burden on rural hospitals and the need for a more skilled workforce (Uganda Bureau of Statistics 2016). Health facilities in Uganda, especially those in rural areas, are poorly equipped. Between 2013 and 2015, only 56% of health facilities reported the availability of 12 essential antibiotics and 39% reported the availability of 17 non-communicable disease medicines (World Health Organization (WHO) 2015a). Some rural regions have also experienced civil wars which have had a significant impact on the capacity building of essential healthcare services for the public (McPake et al. 2015) .
Staffing attributes can affect service delivery and quality of care. Countries are required to have policies in place to ensure that health facilities have the appropriate number of nurses to care for patients (World Health Organization (WHO) 2016b). Hospitals with adequate staffing levels have less likelihood of leaving aspects of patient care unattended (Ausserhofer et al. 2014) . Research evidence shows that increasing the nursing staff numbers is associated with improved quality of patient care and reduced patient readmission rates (Al-Amin 2016), while low staffing levels can culminate into burnout and a high rate of staff turnover (Coetzee et al. 2013 ).
Research evidence also shows that policies designed to increase the number of nurses alone may not actually improve quality of care (Bowblis & Ghattas 2016) . The quality of the workforce is a key factor affecting the quality of care for patients and action needs to be taken to address the education level of nurses (WHO 2016a) . A number of studies have reported a statistical decrease in patient deaths for every additional nurse holding the qualification of Bachelor of Nursing (Aiken et al. 2014; Cho et al. 2015) .
The hospital work environment is an important factor affecting nurses' motivation to work, their stress levels, absenteeism and job satisfaction (Enns et al. 2015; Mudaly & Nkosi 2015) . In rural healthcare settings, staff report that increasing salary and providing accommodation are incentives for them to work (Wurie et al. 2016) . Lack of autonomy, professional development opportunities, essential medicines and equipment, low staffing levels and heavy workloads are associated with absenteeism, intention to leave and a low level of jobrelated quality of life (Blaauw et al. 2013; Enns et al. 2015; Opollo et al. 2014) .
Nurse ward managers have an important role to play to improve staff motivation to work and to contribute to highquality patient care in health facilities through leadership, supervision and support for staff (Daneshkohan et al. 2015; Enns et al. 2015) . Importantly, managers can foster the development of trust in the work environment by engaging nurses in planning, decision making and the whole process of quality improvement (McCabe & Sambrook 2014; Rodwell et al. 2017) . Trust in the workplace has been shown to increase the motivation of nurses to contribute to continuous quality improvement (Okello & Gilson 2015) . Nurse managers also have a key role in improving and developing the overall characteristics of nursing staff in their facilities so as to achieve better patient care outcomes through their advocacy of policy and resource development (Mudaly & Nkosi 2015; Opollo et al. 2014 ).
Aim of study
The aim of this study was to understand nurse ward manager perceived challenges in the rural healthcare setting in Uganda. This study reports on part of a research project investigating nurse managers in rural healthcare settings, reported elsewhere (Kakyo & Xiao 2017) .
Methods

Design
A qualitative approach was used to achieve the aim of this study. An interpretive phenomenology informed by Gadamer's hermeneutics principles was applied to the study (Gadamer 1989; Polit & Beck 2017 ). Gadamer's theory was chosen as it allows the researcher to reflect on own experience as a nurse manager in similar situations when conducting interactive dialogues with nurse ward managers and interpreting meaning to achieve a new understanding in the study area.
Sample and setting
All nurse ward managers working in two public hospitals located in rural Uganda were approached to take part in the study. The researcher received a positive response from 19 ward managers. Only nurse ward managers who had served in the role for two or more years were selected to take part in the study. This reduced the number of participants to 11.
Data collection
Open-ended questions developed from a thorough review of the literature were used to collect data. These questions were reported elsewhere (Kakyo & Xiao, 2017) . Hospital boardrooms were preferred by all the participants as the venue for the interviews. The dialogues took less than 2 h during which time the researcher also made field notes to record the nonverbal aspects of the interview. Interviews were recorded and later transcribed.
Ethical considerations
The study gained approval from the Social and Behavioural Research Ethics committee at Flinders University, Australia (approval number 6671). Local approval was also sought and gained from the Institutional Review Board of Makerere University, Uganda (approval number 2015-013). The senior principal nursing officer and the principal nursing officer from both hospitals assisted in the distribution of participant information packs to the pigeonholes of all the nurse ward managers. The researcher informed those who had responded to the research invitation of the selection result. Pseudo names were used in the write-up of the results to protect the identity of the participants.
Data analysis
The voice data were translated verbatim by the first author and checked by the second author and the first author read each transcript a number of times for meaning and understanding. The study employed an analysis procedure for hermeneutics suggested by Diekelman, a nurse researcher. This procedure emphasizes the interaction with the 'text' from interviews and the use of the researcher's prior experience to search for meaning (Polit & Beck 2017) .
Rigour and trustworthiness
Dependability is achieved by leaving a decision trail during the processes of the research (Polit & Beck 2017) . This was achieved by the researchers holding regular discussions about the results of the study. The researcher who carried out data collection summarized the main points of each interview and clarified the intended meaning of the participant's own words at the end of each interview. This was done to ensure the credibility of the study. The attributes of the study P8 Co1: Absent from duty P8 Co1: Absent from duty participants were described in the Results section to prompt judgement on transferability of the study. Although the researcher was unable to return the findings to the participants for clarification due to the short duration of the Master's Degree research project, confirmability for this study was affirmed by leaving an audit trail demonstrating codes and subsequent themes generated from the data (see examples in Table 1 ).
Results
In this study, 11 nurse ward managers were interviewed, and their demographic characteristics and the description of the units in which they worked were reported elsewhere (Kakyo & Xiao, 2017) . Four themes that represent nurse ward managers' perceived challenges in rural healthcare settings were identified and described as 'Numbers do matter'; 'I cannot access them when I need them at work'; 'Challenges in dealing with negative attitudes'; and 'Questioning own ability to manage health services'. These themes are discussed below.
Numbers do matter
The nurse managers all said that having an adequate number of staff was vital to ensure patient safety and quality of care. In these rural hospitals, this was a big challenge as patient numbers on the wards were always higher than what the nursing staff could manage. For example, Tobia, a nurse manager on a medical ward, was the only nurse on duty responsible for both administrative and technical work on the ward: Due to the few number of staffs, at times the patients overwhelm them. Like you see today I am the only nurse on duty looking after 40 patients, both female and male wings.
The geographical terrain and political unrest also impacted the numbers of nursing staff employed in these rural hospitals. The region in which this hospital was located had for many years been dealing with a civil war. The region also had a poor road network that often made it inaccessible. Tevy was concerned about this in particular:
Major We are eight in number but right now as I told you, one is on annual leave; three remained in the unit and the rest went out for the vaccination outreach. (Tasha) The extremely low number of nursing staff presented challenges in planning for routine care activities to meet patients' needs. Nurse managers had great difficulty creating staff rosters that addressed patient care needs and also accommodated nurses' requests, as Tevy said:
To make a timely work-plan like making this duty rosters, I make it a week before the beginning of the next month and display it and tell them; whoever has a complaint before I make the final copy should see and come to me.
I cannot access them when I need them at work
Rural hospitals faced a large number of patient admissions (see Table 1 ) with many of them showing high levels of acuity. Tai, who was managing a paediatric ward, expressed her concerns about the need for deploying more nurses to relieve high caseloads:
The doctor is giving the best, but is overwhelmed, the nurses giving the best but she is overwhelmed; the patients outnumber the employees. (Tai) Nurse managers felt frustrated that they could not access their staff when they needed them to work, and staff numbers were too low to create a staff pool to be accessed by nursing managers when they needed them.
Other issues arising from the lack of accessibility to nurses when needed were elaborated by Tai:
. . ..because the government is paying little to these workers. Yes, they have the love for patients but, they also need to feed their families. So people are forced to work two or more different jobs and so they won't be there when they are needed. (Tai) Absenteeism was also identified as an issue and was associated with a low level of motivation to work due to the lack of essential medicines and equipment for nurses to use in the ward, as Tadd described:
. . . so sometimes you find staff absconding from duty claiming that there is no equipment to use in the department; claiming that there are no drugs to give to the patients. Someone will give an excuse that, I am absent because even if I go to the ward I am doing nothing on the department, instead of doing nothing I would rather stay at home and do my personal business. (Tadd) Nurse managers were also concerned about the lack of punctuality that was essential to the delivery of safe and quality care. As Tiwa explained:
Time keeping is part of the client-centred care, so there is no way you can satisfy your patient when you have come late. You will come late; you are panicking the patient has sat there for long. You don't know even where to start. (Tiwa) The strategy that nurse managers used to address different issues was to ensure that duty allocations were completed according to a staff member's abilities. The nurses who were not good at a particular activity or had performance issues were paired with experts or role models to allow them to learn, as Tai elaborated:
You are able to put the nurse where they are best used; you put them in the right areas. If you find someone is finding difficulty with work; that is when your empathetic nature sets in and helps them improve by putting them together with others who are good at it. So that they can learn without you bullying, intimidating or forcing them.
(Tai) Such a strategy could at least help nurse managers minimize the impact of low staffing levels on quality care and safety for patients.
Challenges in dealing with negative attitudes towards quality improvement
Nurse managers reported negative staff attitudes towards new quality improvement projects that aimed at improving quality of care. This was explained by Tyra:
The staffs do not want to work [on the continuous quality improvement projects]. They have a very poor attitude about it. They know it is an extra work, it is an added work. There is no provision of allowance for it . . . (laughs) . . . they think for us we are being paid for it, yea. (Tyra) To manage nurses who had little interest in taking part in quality improvement, a team approach was applied that used rewards to motivate nurses to participate in quality improvement, as Tevy stated:
We have the quality improvement team within the hospitals and all in-charges (nurse managers) are members. So, they review the quality of services in all the units on a monthly basis and they always give a reward to the unit with outstanding performance. (Tevy) This example demonstrated that nurse managers were capable of building trust with their fellow nurses by engaging them in the planning and process of quality improvement projects. Nurse managers also identified that engaging patients or their family carers in quality improvement was of great importance as Tai, who worked on a paediatric ward, elaborated:
Yea, the talks we have with the patients. The patients tell you what they understand and what they don't understand. They tell us "we are not getting this." Some even tell us about the nurses or even the doctors. They say "the nurse didn't reach here during the ward round". (Tai) In this case, the quality and safety of patient care were monitored by consumers, and their participation also ensured that the health professionals' performance was under scrutiny.
Questioning own ability to manage health services Participants described that managing health services required them to possess the necessary knowledge and skills. Most of the nurse ward managers had a diploma in nursing and only one had a bachelor of nursing. This was of particular concern to Tai, a nurse manager on one of the paediatric wards:
. . .that when we have wards being headed by diploma nurse managers, they are not doing as well. (Tai) In addition, nurse ward managers lacked specific training in quality improvement, and they were also worried about the knowledge deficit in this critical area of their managerial role. This was best explained by Tyra, Tadd and Tobia:
. . .training on QI [quality improvement]. I have had several pieces of trainings, but they are not fertile enough. Yes, we need a full training on QI. At times we find challenges and we need to inquire first before we can give an answer.
(Tyra) So you find that the manager is managing the department, but with very little knowledge of quality improvement.
(Tadd) I think all the ward in-charges or ward managers should go for training in health service management so that they will come and know how to manage the human resource. Now we are managing but with the little knowledge which we got from the nursing training but, it is not the real package; full package on management itself. (Tobia) Nurse ward managers indicated that the necessary knowledge and skills were vital nursing characteristics for the provision of quality care in their departments and that improving the level of knowledge of the nurses would enable them to provide better quality and safer services.
Discussion
Findings of this study reflect similar issues affecting quality care and patient safety in hospitals in resource-poor settings that have been reported in other countries. These issues include extremely low staff-to-patient ratio, a high level of workload, lack of essential medicines and equipment, low salaries and delayed payment for staff (Blaauw et al. 2013; Dagget et al. 2016) . Although these issues are not unique in many low-income countries, our study reported how nurse ward managers managed these issues in their day-to-day practice and their perceived challenges and opportunities in their practice. While these nurse managers demonstrated situationbased performance to minimize the impact of low staffing levels on the quality and safety of patient care, they had less influence on policy and resource development to ensure incentives and timely payment for nurses to improve their motivation to work and reduce absenteeism.
Some of the factors necessary to retain health workers in rural facilities, especially in developing countries, often focused on an increase in pay, on timely payments and other economic benefits for workers (Lisam et al. 2015; Ojakaa & Jarvis 2014; Wurie et al. 2016 ). In addition, other studies showed that health worker recruitment and retention in rural healthcare facilities could be improved by providing accommodation, special consideration for further studies, financial incentives and providing the necessary work resources (Lisam et al. 2015; Ojakaa & Jarvis 2014) . In other words, health workers, including nurses, would be more likely to work in rural areas if working conditions were improved.
Absenteeism is exhibited by hospital nurses across countries of all income levels; however, factors contributing to absenteeism differ. In high-income countries, the lack of professional autonomy, unfair treatment for nurses and high levels of job strain are common factors (Enns et al. 2015; Unruh & Zhang 2014) . In our study and findings from other studies on resource-poor settings, low and untimely pay and the lack of essential medicines and equipment are main factors (Mudaly & Nkosi 2015; Opollo et al. 2014) . In high-income countries, performance review and goal-setting for self-improvement are identified as effective strategies to reduce absenteeism (Enns et al. 2015; Gaudine et al. 2013) .
Organizational factors that have an indirect impact on staff motivation eventually affect patient safety. Success in improving the quality of care and patient safety depends in part on the organizational systems and policies that are responsible for timely and adequate payment of remuneration and appropriate allocation of staff time and resources for quality improvement (Kaplan et al. 2013; Mudaly & Nkosi 2015; Opollo et al. 2014) . In addressing issues of equitable geographical distribution of health workers, the WHO recommends both financial and non-financial inducements. Financial incentives in the form of better pay and allowances for working in hard-to-reach areas can attract health workers to rural areas (WHO 2010) . Education strategies to address this would include setting up health training schools and providing clinical placements in rural areas (World Health Organization 2010) . Uganda has a number of nursing schools located in rural areas which are training enrolled and registered nurses (Uganda Nurses and Midwives Council, 2014) but the universities also need to conduct rural programmes to foster the retention of nurses with bachelor degrees in rural Uganda.
Nursing shortages in frontline staff affect many countries and at all income levels. These shortages may be improved through careful design and implementation of appropriate policies (Buchan et al. 2015; MacLean et al. 2014) . Our study highlights the need not only to increase the number of nurses working in rural areas, but also to improve quality and training of these cadres of nurses. There is a need for more bachelor degree prepared nurses in leadership positions to manage complex quality improvement, human resource issues and policy and resource development. As noted, patient outcomes improve greatly when care is provided by nurses with at least a bachelor's degree (Aiken et al. 2014) . Mobilizing education programmes to support nurses with diplomas upgrade to a bachelor's degree should be considered for those employed in rural hospitals. The education programmes should target their learning needs, be flexible for them and consider their work prior work experience.
Our findings revealed that nursing staff had poor attitudes towards new quality improvement projects. In other studies, this attitude was attributed to lack of staff involvement in the design and implementation of these projects (Routteau et al. 2014) . Nurse ward managers in our study demonstrated their capacity to engage nurses in continuous quality improvement projects through teamwork, role model and rewarding. Our findings support a previous study that engaging frontline nurses in continuous quality improvement projects improves their dedication, attitude and morale towards their daily work activities (Needleman et al. 2016 ).
There were a number of limitations faced in the course of the study. Excluding nursing staff is a limitation and it will be important in future studies to enlist the voices of staff nurses to hear their views about accessibility, personality and attitudes reported by the nurse ward managers. Future studies need to investigate this group of nurses in rural healthcare settings.
Conclusion and recommendations
In rural, hard-to-reach places, to meet the WHO requirements of the global strategy on human resources for universal coverage, it is imperative to improve education for all nurses and provide specific education and training for nurse ward managers in leadership, management and policy and resource development. The number of nursing staff available on the wards is below the recommended WHO standards, and patient safety and quality of care would greatly benefit from having more nurses per shift. Furthermore, the healthcare settings located in rural areas are faced with unique geographical as well as political challenges. Nurse ward managers have a hard task attracting and retain nursing staff as well as keeping them motivated to work in these areas.
Implications for nursing policy and health policy
Quality of care can be improved by either employing betterqualified nurses and nurse ward managers or providing opportunities for current staff to upgrade to a minimum qualification of a bachelor degree in nursing. Health policymakers and nursing regulatory bodies need to consider strengthening nurse registration and re-registration by mandating professional development requirements to ensure a competent nursing workforce. Minimal qualifications, work experiences and mandatory training requirements for nurse ward managers also need to be considered. The minimal patient-to-nurse ratio in rural hospitals needs to be mandated to ensure safety and quality requirements for patients, and health policies should be directed towards recruiting the required numbers of nurses. Incentives to attract and retain nursing staff in these geographically and politically challenged regions should also be considered.
